From Research to Practice / DSME Support
The current approach to diabetes self-management education (DSME) interventions is usually based on a short-term program with or without some degree of follow-up. This approach can be conducive to the initial acquisition of basic diabetes self-management skills. However, to effectively manage diabetes over a lifetime, programs are needed that support the continued enhancement of self-management skills, behavioral strategies, social support, and metabolic improvements following DSME. Such interventions need to reflect the dynamic and evolving conditions of patients' "real-world" environment and life circumstances. Instead of trying to fit patients into predetermined self-management interventions, flexible self-management interventions that are responsive to the unique and individual lives of patients are needed. This support structure should be equally accessible to all patients regardless of economic, social, and environmental circumstances.
Diabetes education has changed a great deal in recent years. One important change has been the increased emphasis on patient-centered or collaborative approaches to care and education. [1] [2] [3] [4] [5] [6] A philosophy underpinning this approach is empowerment. 7, 8 Another important change is greater understanding of the need for ongoing support for patients to sustain initial improvements rewsulting from DSME. [9] [10] [11] [12] The new national standards for DSME 13 require educators to establish a plan with their patients to ensure that they receive this support. Although some communities have these programs in place, some educators are now beginning to develop these programs to make these services readily available for their patients. Because many educators have used empowerment as the philosophy on which their DSME Martha Mitchell Funnell, MS, RN, CDE; Tricia S. Tang, PhD; and Robert M. Anderson, EdD Diabetes education has changed a great deal in recent years. Diabetes selfmanagement education (DSME) programs have become more patient-centered and theoretically based, and there is a greater emphasis on providing ongoing support to sustain the self-management gains made by patients as a result of education. Based on the frameworks of self-determination and autonomy support, empowerment has served as the philosophical basis for diabetes self-management education for more than 15 years. This article describes the evolution of empowerment-based programs from DSME to ongoing diabetes self-management support and provides practical strategies for educators to use in the development of these programs.
From DSME to DSMS: Developing Empowerment-Based Diabetes Self-Management Support In Brief programs are based, 3, 8, 14 they want to continue to use this approach when providing diabetes self-management support (DSMS). This article will describe key elements of DSMS that are in keeping with this framework and our current research efforts to determine the effectiveness of an empowerment-based ongoing support program.
The Empowerment Approach to Diabetes Self-Management Diabetes is a self-managed, chronic illness that necessitates a patient-centered approach to care. 15, 16 Empowerment as a philosophy of care emphasizes a collaborative approach to facilitating the self-directed behavior change of patients. Empowermentbased DSMS needs to be based on this understanding, as well as the theories, theoretical framework, and educational and behavioral strategies that have been effective for DSME.
During the past 18 years, interventions using the empowerment philosophy and self-determination theory have been developed and tested. Self-determination theory postulates that an individual is more likely to be motivated (autonomy motivation) to develop the skills and capacity to self-regulate the behaviors needed to function effectively if that individual views those behaviors as personally meaningful. 17 In the context of diabetes, autonomy motivation refers to the extent to which patients feel they are initiating and valuing specific diabetes self-management behaviors. 18, 19 The theoretical framework used to develop these interventions is autonomy support. Autonomy support is defined as the degree to which heath care providers and social support sources understand the patients' diabetes-related priorities and needs, acknowledge patients' feelings, provide meaningful self-management choices, offer relevant information, and avoid controlling patients' behavior. 19 Research has indicated that patients with diabetes whose health care providers support autonomy motivation become more internally motivated to regulate their blood glucose levels, feel more competent at glucose monitoring, and show improvements in their hemoglobin A 1c (A1C) values. 19 Autonomy support within the empowerment philosophy recognizes that diabetes and its self-management belong to the patient. To be effective, patients' goals, objectives, and resources must guide the development of diabetes self-management plans. 8, 10, [20] [21] [22] The primary educational strategy in the development of these programs has been problem-based learning (PBL). PBL is an educational technique that encourages learners to apply relevant skills and strategies to solve self-identified problems in a simulated "real-world" environment. In contrast to traditional didactic teaching, PBL was originally developed to teach medical students a comprehensive problem-solving approach that applied classroom knowledge to clinical practice. 23 In a diverse, dynamic, and ever-changing environment, proponents of PBL argue that this approach promotes conceptual reasoning skills, empathy for different viewpoints, communication skills, collaborative working styles, and self-directed learning. 24 Studies examining the impact of PBL on learning have found students to report greater reflective skills, more meaningful learning experiences, and increased self-directed learning. 25, 26 The PBL technique has particular relevance for patient-centered diabetes self-management interventions. By developing self-management skills in the context of the challenges that they encounter daily, patients derive direct benefits from these learning experiences and thereby increase their motivation for sustained self-care behaviors. PBL is a learner-centered format that fosters culturally appropriate and age-appropriate health education focusing on patient issues rather than on an educational agenda or curriculum of heath care professionals. PBL strategies have been employed in diabetes patient education, including development of dietary and exercise behavior, 27 daily problem-solving skills for older adults, 28 and an "anchored instruction" approach to diabetes patient education with adolescents. 29 The primary behavioral strategy used in empowerment-based interventions is the five-step behavioral change model. 30, 31 This model is outlined in Table 1 . A unique element of this model is the emphasis on goal setting as a series of experiments. Thus, the focus is not on success or failure, but the learning that occurs as a result of the experiment. Using this model allows patients to gain insight into the barriers and supports they have and their need to make behavioral changes and ultimately to improve their ability to manage their diabetes. Providing the opportunity to reflect on these experiments and solve problems that arise with the support of the other members of the group are crucial elements of these empowerment-based efforts.
Empowerment-Based DSME Our initial work with patients was designed to provide training in empowerment-based skills and included self-directed goal setting, problem solving, coping, and stress management, as well as obtaining social support and maintaining motivation. 20, 32 This intervention resulted in significant improvements in A1C, self-efficacy in setting goals, managing stress, obtaining support, and making decisions and had a minor effect on self-management behaviors.
Although the inclusion criteria for that study required patients to have previously obtained DSME and to attend an orientation session describing the program, many clinical questions arose during the group sessions. This led to the realization that patients do not distinguish between the psychosocial, behavioral, and clinical concerns caused by their diabetes. For them, the issues of living with diabetes and treating diabetes are integrated into their experience of diabetes.
Based on that experience, we developed and evaluated the CultureSpecific, Problem-Based, Patient SelfManagement Intervention 10, 33 and evaluated the impact of a six-session group DSME program designed specifically for African Americans with diabetes. The study was a randomized, controlled trial featuring a pretest/ posttest design with follow-up measures and 239 participants. 10 Patients were randomly assigned to either a 6-week intervention group or a 6-week wait-listed control group.
This program used a questionbased format to address patients' educational, behavioral, and psychosocial needs within the context of a 10-hour DSME program ( Table  2 ).The sessions included opportunities to establish and reflect on selfmanagement goals, discuss the emotional experience of living with diabetes, solve problems, and ask clinical questions. Culturally specific print From Research to Practice / DSME Support materials were designed and distributed to support the program. At the conclusion of the study, all patients were offered the opportunity to participate in a monthly support group or to receive a telephone call from the project nurse. The average number of sessions attended was 5.1 out of 6.
The participants showed a broad array of modest improvements in A1C, cholesterol, weight, perceived diabetes knowledge, and empowerment during the 6-week study. These gains were either maintained or enhanced during the 1-year followup period. For patients who participated in at least one support group or had at least one follow-up phone call, there was a correlation in the desired direction between the number of follow-up contacts and their 1-year A1C values.
Empowerment-Based DSMS
This study led to the development of the Diabetes Lifetime Support Program. 34 Several key findings from the DSME study were used in the development of the DSMS program. The first was that empowerment-based programs held in community sites are effective for African Americans with diabetes. Second, patients will seek needed information, emotional support, and behavioral strategies from health professionals and peers in a group DSME program. Third, the integration of these aspects occurs naturally and as a result of patientgenerated questions and issues. The final key finding was that ongoing support enhances and sustains gains made during the DSME process.
The Diabetes Lifetime Support Program consists of weekly support groups held at community centers or churches for African Americans with type 2 diabetes. Patients are encouraged to attend as many sessions as they believe they need to attend. The format of the weekly sessions is the same as that of the DSME program (Table 2 ). More than 400 AfricanAmerican patients have enrolled in two studies of this program in three urban communities. Weekly support groups will be offered for these patients during the next 3 years. 34, 35 to determine the feasibility of attracting patients to the program and to examine the cultural relevance and acceptability (via frequency and patterns of attendance) of a DSMS intervention. The pilot study consisted of weekly 90-minute sessions conducted over a 6-month period. Patients were encouraged to attend sessions as needed or as they fit into their current life situations and circumstances.
Sixty-six African-American patients, ages 36-82 years (average age Purpose: The problem-solving component is based on the fundamental principle that patients' concerns and needs are the highest priority. Topics and issues discussed are ones patients have self-identified or generated. The problems addressed include interacting with health care providers as well as self-management and psychosocial issues. The flexibility of the group structure is guided directly by patients' needs. Invite a group patient to raise a problem or concern he or she is encountering. Generate possible solutions to the problem. Identify facilitators and barriers to implementing possible solutions. The individual patient determines the "goodness of fit" of the solution based on his or her experience. The individual patient outlines a plan of action based on the identified problem and goals for self-management. Each week, patients will be invited to conduct a self-care experiment by trying to achieve a self-selected shortterm goal. However, patients will not be pressured to set a goal if they do not wish to do so.
Component 4: Answering Clinical Questions (~ 20 minutes)
Purpose: This component provides the opportunity for patients to inquire about diabetes self-managementrelated issues. We have an identified topic about which people can ask questions. These general topics areas are drawn from the National Standards for Diabetes Self-Management Education listing of required content areas.
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Address diabetes-related clinical and health inquires raised. Participants share and exchange knowledge among the group. Participants are encouraged to seek consultation from health care providers when necessary. Psychosocial and behavioral aspects are addressed for each of the clinical areas identified as a way to integrate content with the patients' behavior and life experiences. Purpose: We actively solicit feedback from patients at the end of each session so the community-based group intervention can be tailored and modified to the needs of the patients. What are some things you found helpful about this session? Is there anything we can do to make future sessions better? What are future discussions or topics you would like to raise for next week?
From Research to Practice / DSME Support 63 years), were recruited. Seventynine percent were women; 26% were married; 51% had at least some college education; 48% were retired; and 24% had Medicare insurance coverage. Twenty-four weekly sessions were conducted. Eighty-six percent (n = 57) of the patients attended at least one session. Thirty-eight percent attended 12 or more sessions. Morning sessions attracted more participants, with a mean attendance of 16 (range 10-27); mean attendance for the afternoon session was 8 (range [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] . Given that patients were encouraged to attend sessions as needed, an average attendance of 10-15 participants per morning or afternoon session was anticipated. Results show that the expected weekly attendance for the morning group (average 16, range 10-27) was exceeded, and the expectations for the afternoon group (average 8, range 2-18) were met. Paired t-tests of pre-and post-program data found significant improvements in BMI and total, HDL, and LDL cholesterol levels. The mean A1C was 7.5% at baseline and 7.1% at follow-up, but the difference was not statistically significant. Significant increases were also found for self-reported behaviors, including following a healthy diet, spacing carbohydrate consumption throughout the day, exercising, and monitoring blood glucose.
Implementing Empowerment-Based DSMS
Although DSMS programs will of necessity be implemented in a variety of ways in different communities, educators can use specific strategies to develop programs that are consistent with empowerment-based care and education. These are:
Affirm Helpful hints for educators to ensure that these goals are met are listed in Table 3 . In summary, as diabetes education moves from a onetime model to ongoing support models, we as diabetes educators need to develop programs that are effective,
patient-centered, and tailored for the target population. Empowerment-based DSMS programs are, by definition, patient-centered. They are therefore designed to meet the educational and support needs identified by patients at that time they are experienced. Because the issues addressed are those that are raised by patients, they are also culturally relevant and consistent with adult learning theories. This makes empowerment a highly relevant approach for providing DSMS. Actively look for opportunities to turn the question back to the group. If it is a purely clinical question, then answer it. If not, ask the group to respond. Actively look for opportunities to ask questions that will help integrate psychosocial and behavioral aspects with clinical content. Clarify that you have been understood. Ask questions to stimulate discussions rather than just starting to lecture. For example, "What do you think of the sodium content of this food?" rather than telling the group it is too high in sodium. Provide positive feedback for effort, not results. Use experiences to help the group: "What is different about your exercise plan this time that is helping you to follow through? How were you able to get past your feelings of denial?" Listen. Allow a few minutes of quiet before responding unless it is clear that a question has been posed that requires a response. Include participants' words in your response or feedback. Refrain from formulating your response based on the advice you want to give. Respond to what the patient has said. Redefine patients' statements by putting it back to them: "What do you think?" or "How can you make that better?" or "What have you done in the past that has worked?" Be patient. Giving a 20-minute lecture in response to a question. Answer the question and then wait for the response. Think of it as an interview. Making judgments, including positive judgments. Using judgment words (e.g., good, bad, great, positive, negative, better, success, failure, control, out-of-control, must, should). Trying to direct the conversation. Remember that non-diabetesrelated conversations help the group get to know each other and bond.
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